Laparoscopic removal of abdominal cervical suture Editor, Cervical incompetence is diagnosed in 0.1-1% of all pregnancies and in 8% of women with repeated (two or more) mid-trimester pregnancy loss.
A three port laparoscopy was performed and the knot of the suture was identified posteriorly but was buried in peritoneum and could not initially be cut. The knot was freed and the suture was cut using laparoscopic shears. The suture was then easily 'pulled through' and removed via the port in the left iliac fossa. A 1 /8 inch Portovac drain was left in the pelvis. A single Filshie clip was applied to each tube, the gas evacuated from the abdomen and the abdominal wounds closed with polydioxanone (PDS). Operating time was 23 minutes. The postoperative course was unremarkable and the patient was fit for discharge when the drain was removed the following morning.
Cervical sutures are increasingly being inserted laparoscopically. Numerous reports claim that the procedure is safe and has advantages over the open method.
3 There is mixed opinion however as to the optimal position of the suture knot. One theory is that by tying the knot posteriorly, one is less likely to have dense fibrous adhesions and therefore facilitate its straightforward subsequent removal via the Pouch of Douglas.
Cases of laparoscopic removal of abdominal suture are rare, indeed only two cases have been published. Both cases had had a suture applied only 5-7 weeks prior to its removal, and the indication for removal in both was to facilitate evacuation of retained products of conception following the diagnosis of fetal demise. In one case only a partial suture removal was possible due to the presence of fibrous adhesions.
The decision to attempt removal of the suture in this case was based on the patient's increasing pain over the previous six years, combined with the reported risk of erosion associated with leaving the suture in-situ.
3 Laparoscopic removal was chosen as the method primarily because the patient requested laparoscopic sterilisation and thus an opportune time to retrieve the suture presented itself. The peri-operative and long-term benefits as mentioned above were also considered.
In a unit with skilled laparoscopic surgeons and high-risk obstetricians, the potential for laparoscopic insertion and removal of abdominal cervical sutures exists. However, data regarding issues such as optimum technique, safety, feasibility and outcomes is currently lacking. These deficiencies need to be addressed prior to the acceptance of this procedure as standard. The TG system for bedside recording of sputum colour Editor, Most people will know that during a lower respiratory tract infection the sputum is usually discoloured. Typically it is a darker green in the early stages and gradually lightens as the infection improves with time and treatment. The green colour is due to the presence of myeloperoxidase, an enzyme found in neutrophils. The greenness of the sputum, assessed using a commercially available nine point colour chart (BronkoTest uk), 1 has been shown to correlate with sputum bacterial counts, 2 and with sputum leukocyte elastase, interleukin-8, and proteinase inhibitor levels.
www.ums.ac.uk lung disease will have met patients who fail to improve until the purulence of the sputum improves, either with time or with a change in antibiotic. In order to quantify changes in sputum purulence, this writer has for many years used an arbitrary grading system, historically called the TG system. It has a range from TG0 (white sputum) to TG4 (dark green sputum). With practice it is fairly easy to grade any sputum purely on inspection and to record changes from day to day. A failure of the sputum to improve after three days of a particular antibiotic should lead to consideration of a change in treatment. Equally, improvement in the sputum grade should encourage continuation with the current antibiotic even if sensitivities suggest otherwise.
unlike the commercial scale, the TG system is completely unvalidated and as it lacks a standard reference chart there are bound to be some differences between observers. However it has the advantage of simplicity and it avoids the problems of unquantified references to "sputum purulent" found in many inpatient notes. Figure 1 shows an approximation of the grades TG1 to TG4 developed by scanning a sputum assessed as TG4 and sampling the image in Adobe Photoshop CS. The resultant average colour in the CMyk system was C46, M24, y42, k1, and the colours for TG3 to TG1 were obtained from it by reducing the opacity to 75%, 50% and 25% respectively. TG0 would be white.
The sputum to be inspected should be placed in a jar, either white or transparent, rather than on a tissue where it tends to lose colour. It should be standard practice for sputum jars to be supplied to patients and not renewed until the sample has been seen, preferably on a daily basis. Extraneous colour from sweets and food is usually not a cause for confusion.
I am indebted to the artists for their interpretation of the TG system shown in Figure 2 .
The author has no conflict of interest. Clinical Presentation: A 16 year old boy was admitted with a one week history of an upper respiratory tract infection (urTI). On the day of admission he complained of severe frontal headache, 10/10 in severity, and had vomited three times. He complained of neck stiffness and photophobia. On questioning his parents, they found him mildly confused and had noticed his difficulty in retaining new information. He had no psychiatric or behavioural symptoms other then lethargy. Before admission he had a complex generalised seizure lasting less than a minute. He had no history of alcohol or drug abuse, no travel history and no rash. His General Practitioner had commenced ciprofloxacin 250 mg twice daily one day prior to his admission. On examination he had pyrexia of 39.5 o C. There was no focal neurology; Glasgow Figure 1 . Approximate colours of the TG system for grading sputum purulence. Clockwise from the top left are the grades TG1 to TG4. TG0 is paper white and is not specifically shown. 
